
Application Date: ___________________ 

MCCUNE BROOKS REGIONAL HOSPITAL TRUST 
Data Sheet for Organizations 

Requesting Grants 
 

PLEASE NOTE: The McCune Brooks Regional Hospital Trust will review the data supplied 
herein making its determination as to whether or not it will recommend to the Carthage 
City Council that a grant be made to your organization.  However, by reviewing your 
request and the information supplied herein, the Trust is in no way making any 
commitment to grant funds to your organization pursuant to this or any other request.  
Further, the Trust may, at its option, request additional information and such requests 
by the Trust should not be considered a commitment by the Trust to make any grant to 
your organization. The Carthage City Council must ultimately approve the Trust's 
recommendation for funding before any grant of funds can be made. 
 

1. Legal name of your organization:  _____________________________________________________  
 
2. Is your organization an organization qualified as a 501(c)(3) tax-exempt organization by the IRS or 

qualified in any other manner by the IRS as a tax-exempt entity?  YES _____  NO ______ 
 

a. If your organization has qualified as a tax-exempt organization, please attach a copy of the 
IRS qualifying letter or such other documentation you are relying upon to establish your 
organization’s tax-exempt status. 

 
3. Please provide your organization’s taxpayer identification number:  __________________________  

 
4. Please write a brief statement of the purpose of your organization.  If you need additional space, 

you may write on the back of this form or attach a separate statement to this form. 
  ________________________________________________________________________________  
  ________________________________________________________________________________  
  ________________________________________________________________________________  
  ________________________________________________________________________________  
  ________________________________________________________________________________  
  ________________________________________________________________________________  
  ________________________________________________________________________________  
  ________________________________________________________________________________  
 
5. How much money is your organization requesting from the McCune Brooks Regional Hospital Trust?   

 ________________________________________________________________________________  
 

6. When does your organization anticipate the need for funds it is requesting?  ___________________  
 ________________________________________________________________________________  
 

7. Please write a brief statement as to the purpose for which these funds are being requested.  If you 
need additional space, you may write on the back or attach a statement to this form. 
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 ________________________________________________________________________________  
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8. If the McCune Brooks Regional Hospital Trust consents to recommend a grant to your organization 
of the funds requested for the purpose you have set forth in your response to Item 7 above, it will 
be because the trustee has determined that the purpose forwarded by the grant is for the general 
welfare and healthcare benefit of the citizens of Carthage, Missouri, and healthcare related 
purposes of the greater Carthage, Missouri, metropolitan area.  Please write a brief statement as to 
how this requested grant to your organization will meet these purposes.  If you need additional 
space, you may write on the back or attach a statement to this form. 
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 

9. What are the sources of funds your organization relies upon to achieve its goals?  You need not list 
individual donors by name.  Also, please provide a balance sheet and income statement for your 
organization. 
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 

10. Please list the name, address, and phone number of the presiding officer of your organization. 
  ________________________________________________________________________________  
  ________________________________________________________________________________  
  ________________________________________________________________________________  
  ________________________________________________________________________________  

 
11. Please list the names, addresses, and phone numbers of four (4) officers or members of your 

organization, other than your presiding officer, who will be available to the Trust, or Trust’s 
appointee, for the purpose of interviews about the organization and for the purpose of being a 
source of information about your organization. 
1.  _____________________________________________________________________________  

 _____________________________________________________________________________  
 _____________________________________________________________________________  
 _____________________________________________________________________________  

2.  _____________________________________________________________________________  
 _____________________________________________________________________________  
 _____________________________________________________________________________  
 _____________________________________________________________________________  

3.  _____________________________________________________________________________  
 _____________________________________________________________________________  
 _____________________________________________________________________________  
 _____________________________________________________________________________  

4.  _____________________________________________________________________________  
 _____________________________________________________________________________  
 _____________________________________________________________________________  
 _____________________________________________________________________________  
 

12. Please identify an individual for follow up contact to review effectiveness of the grant, if different 
from above. 
  _____________________________________________________________________________  

  _____________________________________________________________________________  
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Completed Affidavit must be included with application for consideration! 

 
501(c) (3) VERIFICATION AFFIDAVIT 

 
The undersigned, a duly appointed officer of  _______________________________________________ ,  
(hereinafter referred to as the “Organization”) hereby certifies that, as of the date shown below, the 
Organization is operating as an exempt organization as described in Section 501(c)(3) of the Internal 
Revenue Code of 1986, as amended, that said Organization has provided to the McCune Brooks Regional 
Hospital Trust a copy of its letter from the Internal Revenue Service informing the Organization of the 
determination of its exempt status, and that the Organization has not in the past year lost or 
relinquished its exemption status for any reason. 
 
Dated this _____ day of _________________, 20____. 
 
 
   _________________________________________   
   (Name of Organization) 
 
   BY:  _____________________________________  
     Signature 
 
    _____________________________________  
     Typed Name and Title 
 
 
 
 
 
 
Submit this completed application to: 
 
 McCune Brooks Regional Hospital Trust 
 c/o Schmidt and Associates 
 2530 Grand, Suite C 
 Carthage, MO  64836 
 
Requests will be reviewed at the next scheduled meeting of the Trustee. 


